ABSTRACT Introduction: There is strong consensus that prevention and management of common mental disorders (CMDs) should occur in primary care and evidence suggests that treatment of CMDs in these settings can be effective. New interprofessional teambased models of primary care have emerged that are intended to address problems of quality and access to mental health services, yet many people continue to struggle to access care for CMDs in these settings. Insufficient attention directed towards the incentives and disincentives that influence care for CMDs in primary care, and especially in interprofessional teambased settings, may have resulted in missed opportunities to improve care quality and control healthcare costs. Our research is driven by the hypothesis that a stronger understanding of the full range of incentives and disincentives at play and their relationships with performance and other contextual factors will help stakeholders identify the critical levers of change needed to enhance prevention and management of CMDs in interprofessional primary care contexts. Participant recruitment began in May 2016.
INTRODUCTION
Common mental disorders (CMDs) such as depression and anxiety disorders are highly prevalent, affecting more than one in five Canadians over their lifetime. 1 2 These disorders cause considerable suffering and impart a significant burden on affected individuals, their families and all of society. 1 2 For example, CMDs increase the risk of workplace absenteeism and productivity thus lowering one's income and increasing risk of unemployment. 1 2 Major depression has a lifetime prevalence of 11% and an annual prevalence of 5%. 1 3 Lifetime prevalence of all anxiety disorders combined is reportedly as high as 31%, 4 with annual prevalence rates ranging from 12% to 18%. 4 These CMDs are a leading cause of disability worldwide 5 and can lead to significant distress and loss of daily functioning. 1 4 CMDs also have a substantial impact on society, being associated with greater healthcare service use and decreased workforce productivity. 1 4 There is consensus that the best way to respond to the population need for
Strengths and limitations of this study
▪ This study will provide new information on incentives and disincentives that influence the provision of mental healthcare for common mental disorders (CMDs) in a collaborative primary care setting. ▪ Protocol carefully constructed in a way to help develop an explanatory model which will help policy and decision makers strengthen care for CMDs. ▪ A limitation of this study is that it is based in one geographical region (Ontario, Canada) and therefore is not representative of all primary care models and contexts.
prevention and management of CMDs is to increase capacity for mental healthcare in primary care. 6 7 CMDs are commonly encountered in primary care, with primary care considered the ideal location for the prevention and management of CMDs, for several reasons. 8 9 Primary mental healthcare services are person-centred and comprehensive, providing an optimal communitybased setting for early identification, treatment, education and counselling, and prevention of recurrence. 7 10 Care can be best coordinated at this level, where primary care providers can help patients navigate different parts of the healthcare system. 6 Patients can also build long-term relationships with their family physicians, allowing these professionals to develop unique insights that assist diagnosis and treatment. 11 With recent reforms, access to interprofessional primary care teams has the potential to offer holistic management of mental and physical health problems. 11 12 Several systematic reviews suggest that treatment of CMDs in primary care can be effective. [13] [14] [15] Two recent high-quality meta-analyses showed for instance that antidepressants 13 and psychological treatments 14 are both effective and acceptable treatments for depression in primary care. Integrating treatment of CMDs into primary care is associated with better patient outcomes than non-integrated care, including improved treatment response, remission rates, quality of life and satisfaction with treatment. 16 Treating CMDs in primary care improves overall healthcare system performance and efficiency and lowers total healthcare costs. 16 17 Care gaps for CMDs in primary care Though there is strong national and international support for delivering mental health services in primary care, many people suffering from CMDs fail to receive timely, appropriate care in these settings. Canadian studies reveal that 90% of people living with CMDs will visit their family physician during the year 18 19 but only a small fraction of these patients will consult for mental health reasons. 18 20 More than 40% of people living with CMDs receive no mental healthcare whatsoever, [21] [22] [23] while more than 30% of patients receiving care for CMDs in primary care report unmet needs for care. 24 Patients with mental health conditions report lower access to primary care services (eg, access both during and outside regular hours, availability of same-day appointments). 25 CMDs are frequently under-recognised and ineffectively managed in primary care. For example, only 50% of individuals with CMDs are identified. [26] [27] [28] Research has shown that patients often live with CMDs and go untreated for years before their illness is finally detected and managed. 29 30 Even after being recognised, patients with CMDs often do not receive appropriate or adequate care. A systematic review by Duhoux et al 31 on the quality of care for depression in primary care found rates of minimally adequate treatment (ie, receiving either minimal guideline-consistent pharmacotherapy or psychotherapy) ranging from 14% to 56% across studies. Similar findings of inadequate treatment quality have been observed for anxiety disorders, as more than half of treated patients either fail to receive an appropriate dose or duration of pharmacological treatment or receive psychotherapy inconsistent with evidence-based practices. 32 33 Studies investigating the care for CMDs in primary care settings in Ontario have reported similar problems with under-recognition and inadequate treatment of these disorders. [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] Primary health care reforms in Canada In the early 2000s, provincial and territorial governments across Canada introduced several reforms aimed at strengthening primary care systems by improving access to care, quality of care, and the coordination and integration of services. 35 36 In Ontario, reform trends included a shift away from fee-for-service-based physician remuneration to a capitation-based system, patient enrolment to individual physicians, and the expansion of interprofessional team-based practices, primarily through the creation of Family Health Teams (FHTs). 35 36 Transitioning from the traditional fee-for-service model to a reform model was entirely voluntary. However, attribution of the resources to establish an interprofessional model of care was competitively based and required that practices establish a business case demonstrating how their interprofessional structure would support better care delivery to their practice population. Since their introduction in 2005, 184 FHTs were funded and operationalised over five waves of implementation with the final 50 implemented in 2011/ 2012. 37 Currently, FHTs serve 2.9 million Ontarians, or 21.5% of the population. [38] [39] [40] FHT composition varies by region but typically comprises family physicians, nurses, nurse practitioners, and often includes pharmacists, dieticians, social workers and other professionals (eg, occupational therapists, psychologists). 41 FHTs are intended to be a flexible model shaped by community needs and so there is considerable variation between them in terms of size, provider composition and types of services that are offered. 35-38 41 Though they are not the only primary care model in Ontario, FHTs have been the focus of considerable recent investment in the province. 36 38 The FHT model closely resembles other team-based care and 'medical home' models of care that are expanding across Canada and the USA. 40 Ontario's mental health action plan also underscores the FHTs' potential in improving mental healthcare through collaborative action. 42 Primary mental health care reforms and challenges Alongside these recent efforts to reform primary care services have been attempts to strengthen the delivery of mental health services within primary care, 43 notably by promoting the delivery of more collaborative mental healthcare practices. 6 43 The literature identifies several components of collaborative care programmes: (1) a care manager that supports patient education and selfmanagement and contributes to care coordination, (2) primary care provider access to psychiatric consultation and advice, (3) early identification or screening processes and proactive, structured patient follow-up, (4) delivery of evidence-based pharmacological and psychological treatments, and (5) enhanced interprofessional communication (eg, through team meetings, shared medical records). 6 44-46 Collaborative care interventions featuring these components are highly effective in improving outcomes for primary care patients with major depression or anxiety disorders. 6 44-48 However, integrating mental healthcare within primary care remains a longstanding challenge in Canada. 17 In Ontario, numerous barriers to integration have been encountered: inconsistent collaboration between family physicians and mental health professionals; poor access to psychiatric consultations; limited time dedicated to mental health preventive care; challenges with hiring mental health professionals-particularly in rural areas; and disconnects between FHTs and other communitybased mental health providers.
11 17 49-51 Furthermore, the funding models intended to incentivise physicians have been recognised as a challenge for integrating physical and mental healthcare in FHTs. 17 Incentives and disincentives-leveraging change Incentives constitute key tools in the design of healthcare systems to leverage individual provider and organisational change. [52] [53] [54] [55] Informed by behaviour theory, 53 an incentive refers to a catalyst that encourages healthcare professionals, healthcare teams and organisations to take a particular action. 56 57 Good incentive designs help align behaviour of individual providers or organisations with overarching health policy objectives. [53] [54] [55] [56] [57] Yip et al 52 provide a conceptual model illustrating a range of external and internal incentives that may motivate an individual provider or organisation to achieve intended health policy outcomes. For example, external incentives that may motivate individual providers and organisations include financial incentives, norms, changes to reputation and regulations. Examples of internal motivating incentives are professional ethics, altruism and the desire to protect patient welfare. Despite the existence of a broad range of non-financial incentives to leverage, financial incentives dominate the incentive literature. 52 53 58 59 Use of financial incentives to influence individual physician practice patterns is widespread. 60 Financial incentives can include salary or sessional payments ( payment for working a specific time period), fee-for-service payments ( payment for each service or visit), capitation payments ( payment for providing care for a patient or population), target payments and bonuses ( payment to change or maintain specific behaviours), and blended approaches. 61 Such financial incentives have been integral components of healthcare reforms worldwide, including reforms to primary care systems in the UK, USA, Australia and Canada. [61] [62] [63] Major initiatives have revolved around pay-for-performance schemes, which provide explicit financial incentives in return for achieving certain quality targets. 62 63 A number of reviews suggest that effects of such financial incentives and pay-for-performance schemes are inconsistent. [61] [62] [63] [64] [65] [66] [67] Overviews of reviews indicate that financial incentives seem to have little-to-modest impact on care processes and quality and inconclusive effects on patient outcomes and costs. 61 68 Similarly, systematic reviews of pay-for-performance schemes suggest some positive but not sustained impacts on care quality and potential for negative unintended consequences for patient-centred care. [65] [66] [67] A frequent concern among authors is that countries have introduced complex incentive schemes without a clear understanding of how they should be designed and how they might be mediated by other patient, provider, organisational or system-level factors. 62 67 69 This is problematic as evidence suggests that financial incentives are most consistently effective when design choices and contextual factors are optimised and aligned. 62 63 69 When incentives schemes are inappropriately designed for their context, it can create disincentives for providers to provide certain types of care and lead to rapid cost increases, inefficiencies, deficits in care quality and erosion of medical ethics. 52 70 71 There is much uncertainty as to whether current incentive schemes support collaborative healthcare practices or whether they create disincentives to collaboration. 36 59 72 Design of healthcare systems must consider both incentives and disincentives to ensure that health system goals are achieved. 73 Disincentive refers to a noxious stimulus that intentionally or unintentionally discourages individuals and organisations from acting in a certain way (ie, a deterrent). 53 56 58 Disincentives can arise from problems in design or implementation of particular incentive schemes. 52 71 Identification and elimination of disincentives resulting in individual or organisational behaviour running contrary to goals of providing high-quality, cost-efficient care is necessary to achieve policy objectives in primary care. 56 74 Relatively little is known about the financial and other incentives and disincentives that influence the provision of mental healthcare in primary care settings. 56 75 Authors have argued that financial incentives may influence whether mental healthcare is considered a core service, an add-on service, or even ignored, how mental healthcare services are configured, who is included as a service provider, and whether or not psychiatry is involved or even referred to. 76 77 Financial incentives may also impact on the content of care and affect the provision of prevention, screening, treatment, follow-up and even collaborative care approaches to care. 50 76-79 While most attention has been paid towards financial incentives, it is recognised that health professionals are only partially motivated by such incentives. 53 80 Non-financial incentives and disincentives are also thought to influence the content of mental healthcare. For instance, limited knowledge and not having screening tools appropriate for primary care may discourage early detection of CMDs. 81 82 Time restrictions in the scheduling of patient appointments may act as a deterrent for screening. 82 83 Psychological treatments may be restricted because of a lack of appropriate healthcare providers, allocated time or organisational space. 84 85 In a recent scoping review, we identified six different types of incentives and disincentives that can shape the provision of primary mental healthcare for CMDs: (1) attitudes and beliefs, (2) training and core competencies, (3) leadership, (4) organisational incentives, (5) financial incentives and (6) systemic incentives. 74 Since 2000, Ontario has pursued new physician reimbursement models. 36 A core component of the FHT model is an innovative financial incentive structure. 39 86 Physicians practicing in FHTs are reimbursed through various blends of payment types with capitationpayment per patient per month-being a key reimbursement model. 36 The various funding sources that comprise the FHT funding model include physician payments, bonuses for specific care activities identified by the Ministry of Health and Long Term Care (MOHLTC), funding for interdisciplinary provider salaries, and any additional sources of Ontario government funding that may be provided directly to FHTs. Financial incentives are important to the integration of mental health and primary care, 76 yet it is currently unclear whether these incentives are supporting effective interprofessional care for CMDs by FHTs. When incentive structures are not aligned with other forms of incentives or fail to account for contextual factors such as organisational structures or stakeholder values, significant disincentives to the integration of mental health in primary care can be created. 77 Preliminary evidence suggests that the incentives underpinning the FHT model may indeed be misaligned and acting as a barrier to achieving quality care for CMDs, 49 56 74 although we currently lack a comprehensive understanding of the full range of incentives and disincentives involved and how they may interact with each other to influence care.
Objectives
The objectives of this study are to: (1) identify the broad range of financial and non-financial incentives/disincentives that influence the prevention and management of CMDs by interprofessional primary care teams across Ontario, (2) construct a theoretical model that explains how incentives/disincentives operating at different levels of the healthcare system may be linked and how these are associated with collaborative mental healthcare practices and ultimately the quality of care for CMDs, and (3) incorporate in the theoretical model how stakeholder values and other organisational or contextual factors may mediate the effects of these incentives. We expect this work to advance understanding of how different levers of change can be used by different stakeholders (eg, primary care and mental health providers, team managers, provincial policymakers) to strengthen the prevention and management of CMDs in these teams in the future.
METHODS AND ANALYSIS
We will apply a constructivist grounded theory method, an approach where knowledge is viewed as socially constructed and stresses research that recognises multiple viewpoints, social contexts and interpretive understandings. 87 It acknowledges that the subjectivity of researchers themselves and their biases and assumptions help shape the data collection and analysis and ultimately the theory that is generated. 87 In the context of this study, our research team has specialisation in different disciplinary fields, including social work, psychiatry, population health, family medicine and the organisation of health services. We are an interdisciplinary team and our approach encourages integration of different viewpoints. 87 88 A grounded theory approach was also considered appropriate, given our goal to develop a theoretical model that is firmly rooted in the perspectives of individuals with direct experience and knowledge of how various incentives and disincentives impact the quality of care for CMDs in interprofessional primary care teams. This study will run from June 2016 to May 2018 and is currently in the recruitment phase.
Sample
The 184 MOHLTC-funded FHTs represent the sampling frame for this study. We will purposively sample FHTs using a maximum variation sampling approach with respect to rurality of the urban (≥10 000 inhabitants) or rural (<10 000 inhabitants) team size and composition. FHTs with a diverse range of established mental health services and programmes will be included. FHTs without any existing mental health services in the form of explicit mental health programmes and/or mental health professionals will also be included. Additional criteria for ensuring diversity will be considered as the study progresses based on emerging themes, as well as ensuring that a diverse range of healthcare professional types are included. There will be two phases of sampling for individual participants: initial and theoretical sampling.
Initial sampling
Initial sampling is recommended to help develop initial categories in the early phases of a study. 87 Multiple perspectives both within and outside of FHTs will help gain an understanding of the wide range of incentives and disincentives that are perceived to influence care for CMDs in interprofessional primary care teams. Our initial sampling targets are FHT executive directors, FHT family physicians, FHT nurse practitioners, FHT mental health professionals, mental health providers outside of FHTs and provincial decision makers.
Family physicians are a core healthcare professional across all FHTs. For someone to access the range of FHT services, including mental healthcare, most FHTs require that the physician will first have accepted the person onto his or her patient roster. Thus, inclusion of FHT physicians in this study is integral. Executive directors will be included in this study because they are often acutely aware of the different financial and other incentives and disincentives acting on team members and they will also provide valuable information about how FHT organisational structures may mediate these incentives. Nurse practitioners are important because within FHTs they can provide direct mental healthcare and also act as a liaison between the family physician and other mental health professionals within the FHT. 89 Social workers and psychologists are important treatment providers in collaborative mental healthcare and yet little is known about their perceptions of the incentives and disincentives affecting the care they provide to people with CMDs. There is also some evidence that FHTs sometimes struggle to find their 'niche' with respect to mental health services when surrounded by other established mental health service providers in their communities. 50 As such, gathering the views of these providers and of psychiatrists asked to play collaborative roles with primary care providers is critical. Finally, gaining a 'systems perspective' from policymakers and other provincial decision makers is essential to gain indepth understanding of the goals of these stakeholders for mental healthcare and the influence of various primary care system-level incentives (eg, financial, regulations, norms) on FHT team performance.
Theoretical sampling
Theoretical sampling will begin once we have some preliminary categories developed from our data, 87 and when all members of the research team agree with pursuing theoretical sampling. In this phase of sampling, we will seek out the perspectives of all those participants that are needed to help us fully understand the relationships between incentives and disincentives, collaborative mental health practices in FHTs, and the quality of care for depressive and anxiety disorders. This will likely involve more interviews with the same types of stakeholders identified during the initial sampling phase, but possibly new stakeholders whose views are deemed important to gather. This sampling approach will also take us to new FHT settings that may further illuminate and add robustness to our model.
In this phase, the questions we pose to our participants will likely change. We have developed an interview guide for the initial sampling phase drawing on sensitising concepts emerging from our scoping literature review and pilot data. As we progress to theoretical sampling, the interview guide will likely be modified to reflect what emerges in the data. 87 For example, if an incentive category emerges in the data and is not reflected on the initial interview guide, then as a research team, we may decide to add a question or probe that addresses the emerging category. Theoretical sampling thus helps fill out properties of a category and will facilitate development of an explanatory model about the incentives and disincentives influencing quality treatment for CMDs in FHTs.
Data collection
Data sources will include participant interviews and documents analyses. We will conduct face-to-face semistructured interviews with participants at their place of work or another location of their choosing. Interviews will last 60-90 minutes long and be conducted in French or in English, based on the participant's preference. With consent of individual participants, all interviews will be audio-recorded data and will be transcribed from audio-recorded data into text.
Documents collected for this study will either be provided voluntarily by participants or retrieved through targeted searches of online sources, such as the MOHLTC website or FHT websites. Examples of documents include government policy documents and guidance documents for FHTs, FHT organisational documents and written descriptions of services, or other documents relevant to incentives and disincentives for mental healthcare, collaborative care practices or the quality of care for CMDs.
Recruitment and sample size FHTs will be placed into groups based on sampling criteria and an initial diverse set of FHTs will be contacted by email and/or phone by the first author. Contact information for FHTs is available publicly. An information package including an invitation to participate will be sent to FHTs by email requesting that it be disseminated by the executive director, lead physician, or another key resource person to other healthcare professionals working within the FHT. One key resource person per FHT will facilitate contact with the other members of the FHT who are most likely to be able to contribute to advancing the objectives of the study. These key resource people will also help us identify other potentially important community stakeholders outside of the FHT. Members of our advisory committee (described below) will also facilitate contacts with stakeholders outside of FHTs, especially provincial decision makers and policymakers. Prior to interviews, the first author or her research coordinator will contact all participants by email or phone and inform them of study objectives and procedures. The research coordinator will ensure a close follow-up of invitations sent to study participants.
When using grounded theory, data collection stops when theoretical saturation is reached, that is, the point in which data collection reveals no new properties or insights into the emerging theoretical model. 87 In some studies, saturation can occur with as little as 10-12 interviews. 87 However, grounded theorists recommend increasing the number of interviews when constructing more complex conceptual analyses and theory development is being performed. 87 We anticipate that engaging in a conceptual analysis on the topic of incentives and disincentives for CMD care in FHTs will be complex because of varying factors, including the number of stakeholders whose perspectives are important to include, the variation between FHTs in different geographic locations, the range of incentives and disincentives we are interested in and their relationships with other contextual factors, etc.
We thus estimate conducting a total of 100 interviews. We expect our initial sampling phase to involve ∼50 interviews, which include interviews with each of the six groups of stakeholders we have identified. Initial sampling will target eight FHTs (four urban and four rural) and within each FHT we will seek the participation of the executive director, 1-2 family physicians and 2-3 other professionals (eg, nurse practitioners, social workers, psychologists). We will also invite one mental health provider in the area surrounding each of the eight FHTs to participate, as well as two provincial decision makers. We do not expect this data collection to result in theoretical saturation and so interviews involving 6-8 new FHTs and new participants will continue until saturation is reached. If relevant, select participants will be reinterviewed to gather additional data informing our theoretical model. We thus expect this theoretical sampling phase to require another 50 interviews, an estimate informed by other rigorous grounded theory studies. 90 91 Data analysis Our analysis will be conducted in an iterative way where data collection and data analysis will occur simultaneously. 87 92 Interviews will be transcribed soon after taking place (optimally within 2 weeks of the interview) and the first analysis step will involve line-by-line open coding of interviews and documents to tie concepts to blocks of raw data. 87 92 Sensitising concepts identified in our scoping review and pilot data will help the initial process of coding data. Sensitising concepts provide starting points for initiating analysis but do not determine the content. 87 Two research team members will participate in the coding process and will regularly share findings and reflections with the rest of the research team.
Focused coding is the second phase of coding. Focused coding refers to those codes that appear more frequently during the initial coding phase, or have more significance than other codes. Our approach to the third phase of coding-traditionally referred to as axial coding-will be inspired by Charmaz. 87 The purpose of the third phase of coding is to develop subcategories for categories and show the links between them. Emergent analytic strategies will be used to determine how the categories connect together. Theoretical coding is the fourth phase of coding that follows codes selected during focused coding. Theoretical coding establishes how substantive codes relate to each other and integrate into theory. 87 The latter two phases of coding are especially important in the development of our theoretical model and will be done as a research team. It is likely that we will be able to construct models representing the perspectives of several stakeholder groups involved in the study, which can then be merged into a final comprehensive model illustrating relationships between incentives and disincentives, contextual factors, collaborative or interprofessional practices and performance concepts such as quality of care. The electronic data management programme NVivo will be used to help organise the data analysis process and generate initial figures representing the data.
Validity Four factors will contribute to validity or 'trustworthiness' of findings. 93 First, a rigorous audit trail will be kept for all aspects of the study and design. Second, the research team will engage in regular internal debriefing to facilitate a check of the research process. 93 Third, having different healthcare providers and stakeholders in the sample and including document analysis promotes triangulation of multiple sources of data. Finally, we will engage in member checking in two ways. The first approach will be to present our findings to members of our advisory committee, which will be composed of eight individuals representing different stakeholder groups relevant to our study. A second approach will be to gather feedback from participants at two stages in the model generation process: after initial sampling once an initial model has been constructed and after theoretical sampling when a final model is being constructed. We will coordinate member checking with the help of the key resource people from each of the FHTs involved in the study.
ETHICS AND DISSEMINATION
Participants will be given information about the project orally as well as in a written informed consent. Publications and presentations will present findings anonymously. Excerpts and quotations will be anonymised using a randomly assigned participant code. Research Ethics Board Approval has been granted by the University of Toronto, Centre for Addictions and Mental Health, Bruyère Research Institute, St. Joseph's Health Centre (Toronto), and Laval University.
There are four knowledge transfer (KT) goals of this research project; namely, (1) increase knowledge and awareness of the disincentives that are deterring mental healthcare in FHTs, (2) increase knowledge and awareness of the incentives that can assist to increase mental healthcare in FHTs, (3) inform policy change to help facilitate greater inclusion of mental healthcare in FHTs, and (4) inform future research. The KT strategy will concentrate efforts on audiences in Ontario and Canada. Findings will be presented at relevant conferences. Findings will also be published in peer-reviewed journals and plain language summary reports will be disseminated.
In addition, an advisory committee consisting of stakeholders and decision makers to whom the study results will be particularly relevant was established at the onset of the study. We expect to have the advisory committee remain active for the entire 3-year duration of the research study. The advisory committee is expected to provide feedback on the research process, help interpret results, develop recommendations and disseminate study findings. Additional end-of-grant KT activities will be determined in consultation with the advisory committee.
CONCLUSION
Findings from this study aim to help policymakers in strengthening of treatment for CMDs in Ontario FHTs. Our model will demonstrate how non-financial and financial incentives can help leverage improvement for prevention and management of CMDs, and mitigate effects of disincentives currently deterring quality care. The bulk of literature on primary care incentives focuses on single-provider models of care. This research is unique because it will help to generate knowledge about incentive models relevant for interprofessional primary care settings. The knowledge gained from this study and its main output (our model) will be an important stepping stone to improve the prevention and management of CMDs in interprofessional primary care settings in Ontario and other jurisdictions.
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